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ABSTRACT

Background: HIV prevention efforts have traditionally focused on biomedical interventions, yet behavioral
health factors, including mental health disorders and substance use, remain significant barriers to effective
prevention among high-risk populations. This manuscript examines the integration of mental health and
substance use services into HIV prevention programs.

Methods: A comprehensive review of integrated behavioral health models was conducted, analyzing
implementation strategies, outcomes, and cost-effectiveness across diverse populations and settings. Data from
peer-reviewed studies, program evaluations, and systematic reviews published between 2015-2024 were
synthesized.

Results: Integrated models demonstrate superior outcomes compared to siloed approaches, with 23-41%
improvements in HIV testing uptake, 35-52% increases in PrEP adherence, and 28-45% reductions in high-risk
behaviors. Cost-effectiveness analyses reveal $1.20-$2.80 savings per dollar invested. Key success factors
include co-location of services, shared electronic health records, cross-trained staff, and standardized screening
protocols.

Conclusions: Integration of behavioral health services into HIV prevention represents a paradigm shift toward
comprehensive, person-centered care. Implementation requires systematic organizational changes, workforce
development, and sustainable financing mechanisms. Policy recommendations include expanded funding for
integrated models, provider training initiatives, and quality metrics aligned with integrated care outcomes.

Keywords: HIV prevention, integrated care, behavioral health, substance use, mental health, PrEP, high-risk
populations

INTRODUCTION

The global HIV epidemic continues to disproportionately affect populations with high rates of mental health
disorders and substance use, creating complex challenges for prevention efforts (Centers for Disease Control
and Prevention, 2023). Despite significant advances in biomedical prevention technologies, including pre-
exposure prophylaxis (PrEP) and treatment as prevention (TasP), achieving the UNAIDS 95-95-95 targets
remains elusive among high-risk populations characterized by behavioral health comorbidities (Joint United
Nations Programme on HIV/AIDS, 2023).

Traditional HIV prevention approaches have operated within siloed healthcare systems, addressing HIV risk
separately from mental health and substance use disorders. This fragmented approach fails to address the
syndemic nature of these conditions, where co-occurring health problems interact synergistically to exacerbate
poor health outcomes (Singer et al., 2017). Individuals with untreated mental health disorders are 2.5 times
more likely to engage in high-risk sexual behaviors, while those with substance use disorders demonstrate 40-
60% lower rates of PrEP adherence compared to the general population (Mimiaga et al., 2021).
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The concept of integrated behavioral health has emerged as a promising framework for addressing these
interconnected challenges. Integrated care models combine HIV prevention services with mental health and
substance use treatment within unified service delivery systems, emphasizing whole-person care and
addressing the root causes of HIV vulnerability (Substance Abuse and Mental Health Services Administration,
2022). This approach recognizes that effective HI'V prevention requires addressing the underlying behavioral
health conditions that increase susceptibility to HIV infection.

The rationale for integration extends beyond clinical effectiveness to encompass practical considerations of
accessibility, acceptability, and sustainability. High-risk populations often face significant barriers to accessing
multiple service systems, including stigma, transportation challenges, and fragmented insurance coverage.
Integrated models can reduce these barriers by providing comprehensive services within familiar, trusted
settings (Patel et al., 2020).

This manuscript provides a comprehensive analysis of integrated behavioral health models for HIV prevention,
examining implementation strategies, clinical outcomes, cost-effectiveness, and policy implications. The
analysis draws from domestic and international experiences to identify best practices and inform the
development of evidence-based integration strategies.

LITERATURE REVIEW

Theoretical Framework

The integration of behavioral health services into HIV prevention is grounded in several theoretical
frameworks that emphasize the interconnected nature of health behaviors and outcomes. The syndemic theory,
developed by Singer and colleagues, provides a foundational understanding of how HIV, mental health
disorders, and substance use interact within social and structural contexts to produce adverse health outcomes
(Singer et al., 2017). This framework highlights the importance of addressing multiple conditions
simultaneously rather than treating them in isolation.

The social ecological model further informs integrated approaches by recognizing that individual behaviors are
influenced by multiple levels of factors, including interpersonal relationships, community norms, and
structural policies (Bronfenbrenner, 1979). Integrated models leverage this understanding by addressing HIV
risk factors across multiple ecological levels, combining individual-level interventions with community and
structural approaches.

Historical Evolution of HIV Prevention

HIV prevention strategies have evolved significantly since the epidemic's emergence. Early prevention efforts
focused primarily on behavioral interventions, including risk reduction counseling, condom distribution, and
partner notification (Coates et al., 2008). The introduction of antiretroviral therapy in the 1990s marked a shift
toward biomedical approaches, with treatment as prevention demonstrating the dual benefits of viral
suppression for individual health and transmission reduction (Cohen et al., 2011).

The approval of PrEP in 2012 represented a paradigm shift in HIV prevention, offering a highly effective
biomedical intervention for high-risk individuals. However, early PrEP implementation revealed significant
challenges related to adherence, retention, and equitable access, particularly among populations with
behavioral health comorbidities (Grant et al., 2014). These challenges highlighted the need for comprehensive
approaches that address both biomedical and behavioral factors influencing HIV prevention outcomes.

Behavioral Health and HIV Risk
The relationship between behavioral health conditions and HIV risk is complex and bidirectional. Mental

health disorders, particularly depression, anxiety, and post-traumatic stress disorder, are associated with
increased engagement in high-risk sexual behaviors, reduced healthcare utilization, and poor adherence to

Page 5949 www.rsisinternational.org


https://rsisinternational.org/journals/ijriss
https://rsisinternational.org/journals/ijriss
http://www.rsisinternational.org/

INTERNATIONAL JOURNAL OF RESEARCH AND INNOVATION IN SOCIAL SCIENCE (IJRISS)
ISSN No. 2454-6186 | DOI: 10.47772/1JRISS |Volume IX Issue IIIS August 2025 | Special Issue on Education

“* RSIS ¥

prevention interventions (Safren et al., 2020). Substance use disorders compound these risks by impairing
judgment, reducing inhibitions, and creating contexts where high-risk behaviors are more likely to occur.

Research has consistently demonstrated elevated rates of behavioral health conditions among populations at
high risk for HIV infection. Men who have sex with men (MSM) experience depression at rates 2-3 times
higher than the general population, while transgender women report anxiety disorders at rates exceeding 50%
(Meyer, 2003). Injection drug users, by definition, have substance use disorders, but also demonstrate high
rates of co-occurring mental health conditions, with studies reporting depression prevalence rates of 40-60%
(Mathers et al., 2008).

Integrated Care Models

Integrated behavioral health care encompasses various models of service delivery that combine medical,
mental health, and substance use services within coordinated systems. The Substance Abuse and Mental Health
Services Administration (SAMHSA) has identified four levels of integration, ranging from minimal
collaboration to full integration with shared clinical systems and unified treatment planning (SAMHSA, 2022).

The collaborative care model, developed initially for primary care settings, has been adapted for HIV
prevention contexts. This model features care coordinators who work with primary care providers and
consulting mental health specialists to deliver evidence-based treatments within medical settings (Archer et al.,
2012). The model emphasizes systematic screening, measurement-based care, and regular consultation
between providers.

Co-location models place behavioral health providers within HIV prevention settings, facilitating immediate
access to mental health and substance use services. While maintaining some level of service separation, co-
location reduces barriers to care and enables informal consultation between providers (Uniitzer et al., 2020).

Fully integrated models represent the highest level of integration, with shared electronic health records, unified
treatment planning, and cross-trained staff capable of addressing multiple conditions. These models require
significant organizational changes but offer the greatest potential for addressing the complex needs of high-risk
populations (Heath et al., 2013).

METHODOLOGY

This manuscript employed a comprehensive review methodology to analyze integrated behavioral health
models for HIV prevention. The review process incorporated multiple data sources and analytical approaches
to provide a thorough examination of the current evidence base.

Search Strategy

A systematic search of electronic databases was conducted, including PubMed, EMBASE, PsycINFO, and the
Cochrane Library. Search terms combined controlled vocabulary and free-text terms related to HIV prevention,
integrated care, behavioral health, mental health, and substance use. The search strategy was developed in
consultation with a medical librarian and adapted for each database.

Search terms included: ("HIV prevention" OR "pre-exposure prophylaxis" OR "PrEP") AND ("integrated care"
OR "collaborative care" OR "co-location") AND ("mental health" OR "substance use" OR "behavioral health"
OR "depression" OR "anxiety"). Additional searches were conducted using reference lists of included studies
and gray literature sources.

Inclusion and Exclusion Criteria
Studies were included if they: (1) focused on HIV prevention interventions, (2) included integration of mental

health or substance use services, (3) reported quantitative outcomes, (4) involved high-risk populations, and
(5) were published in English between 2015-2024. Exclusion criteria included: (1) studies focusing solely on
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HIV treatment, (2) purely descriptive studies without outcome data, (3) studies with fewer than 50 participants,
and (4) conference abstracts without full-text publications.

Data Extraction

Data extraction was conducted using a standardized form that captured study characteristics, intervention
details, population demographics, outcome measures, and key findings. Extracted data included study design,
sample size, intervention duration, integration model type, primary and secondary outcomes, and measures of
cost-effectiveness where available.

Quality Assessment

Study quality was assessed using the Mixed Methods Appraisal Tool (MMAT) for studies employing diverse
methodological approaches. The MMAT evaluates studies across five domains: screening questions, qualitative
research, quantitative randomized controlled trials, quantitative non-randomized studies, and mixed methods
studies. Each domain includes specific criteria tailored to the methodological approach.

Data Analysis

Given the heterogeneity of interventions and outcomes, a narrative synthesis approach was employed rather
than meta-analysis. Findings were organized thematically based on integration model type, population
characteristics, and outcome domains. Where possible, effect sizes were calculated and reported using
standardized metrics.

Cost-effectiveness data were analyzed using a standardized framework that considered direct program costs,
healthcare utilization, and quality-adjusted life years (QALY's). Costs were adjusted to 2023 USD using the
Consumer Price Index and appropriate currency conversion rates for international studies.

RESULTS

Study Characteristics

The comprehensive review identified 47 studies meeting inclusion criteria, representing diverse populations,
settings, and integration models. Studies were conducted across 12 countries, with the majority (n=28, 59.6%)
conducted in the United States. Sample sizes ranged from 52 to 3,847 participants, with a median sample size
of 384 participants.

Population characteristics varied significantly across studies, reflecting the diversity of high-risk populations.
Men who have sex with men comprised the largest single population (n=18 studies, 38.3%), followed by
people who inject drugs (n=12 studies, 25.5%) and transgender women (n=8 studies, 17.0%). Several studies
(n=9, 19.1%) included multiple high-risk populations within single interventions.

Integration Model Types

Studies employed various integration models, reflecting the evolving nature of integrated care approaches.
Collaborative care models were most common (n=19 studies, 40.4%), followed by co-location models (n=15
studies, 31.9%) and fully integrated models (n=13 studies, 27.7%). The distribution of model types shifted
over time, with fully integrated models becoming more prevalent in recent years.

Collaborative care models typically featured care coordinators who facilitated communication between HIV
prevention providers and behavioral health specialists. These models demonstrated particular effectiveness in
primary care settings where existing infrastructure could support care coordination activities.

Co-location models involved placing behavioral health providers within HIV prevention settings or vice versa.
These models showed promise in community-based organizations serving high-risk populations, where trust
and familiarity with the setting enhanced service engagement.
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Fully integrated models represented the most comprehensive approach, with shared clinical systems, unified
treatment planning, and cross-trained staff. While requiring significant organizational investment, these models
demonstrated the strongest outcomes across multiple domains.

Clinical Outcomes
HIV Testing and Linkage to Care

Integrated models demonstrated consistent improvements in HIV testing uptake and linkage to care services.
Across studies, integrated approaches showed 23-41% increases in HIV testing rates compared to standard care
approaches. The largest improvements were observed in fully integrated models, where systematic screening
protocols and immediate access to counseling services facilitated testing engagement.

Linkage to care outcomes showed similar patterns, with integrated models achieving 78-94% linkage rates
compared to 52-68% in standard care settings. Co-location models performed particularly well in this domain,
as immediate access to case management and peer support services reduced barriers to care engagement.

PrEP Uptake and Adherence

Pre-exposure prophylaxis outcomes represented a key area of improvement in integrated models. PrEP
initiation rates increased by 35-52% in integrated settings compared to standard HIV prevention services. More
importantly, adherence rates showed substantial improvements, with integrated models achieving 68-84%
optimal adherence compared to 41-58% in standard care.

The mechanisms underlying improved PrEP outcomes were multifaceted. Integrated models enabled
simultaneous treatment of mental health and substance use conditions that frequently interfered with PrEP
adherence. Care coordinators provided ongoing support for medication management, while co-located
behavioral health providers addressed underlying conditions that contributed to adherence challenges.

Behavioral Risk Reduction

High-risk sexual and drug use behaviors showed significant reductions in integrated care settings. Across
studies, integrated models achieved 28-45% reductions in high-risk sexual behaviors and 31-55% reductions in
injection drug use among people who inject drugs. These improvements were sustained over follow-up periods
ranging from 6 months to 2 years.

The effectiveness of integrated models in reducing risk behaviors appeared to result from addressing
underlying mental health and substance use conditions that contributed to risk-taking. Studies consistently
demonstrated that participants who received integrated services showed greater improvements in mental health
symptoms and substance use outcomes compared to those receiving standard care.

Mental Health and Substance Use Outcomes

Integrated models demonstrated significant improvements in mental health and substance use outcomes, which
in turn contributed to improved HIV prevention outcomes. Depression scores decreased by 2.8-4.2 points on
the PHQ-9 scale, while anxiety symptoms showed similar improvements. Substance use outcomes varied by
population and substance type, but generally showed 25-40% reductions in use frequency and quantity.

The bidirectional relationship between behavioral health improvements and HIV prevention outcomes was
evident across studies. Participants who achieved greater mental health improvements showed correspondingly
better HIV prevention outcomes, supporting the theoretical foundation for integrated approaches.

Cost-Effectiveness Analysis

Economic analyses of integrated behavioral health models revealed favorable cost-effectiveness profiles across
multiple domains. Direct program costs ranged from $1,200 to $3,500 per participant per year, varying based
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on intensity of services and integration model type. While initial costs were higher than standard care,
integrated models demonstrated significant cost savings through reduced healthcare utilization and improved
health outcomes.

Cost-effectiveness ratios ranged from $1.20 to $2.80 saved per dollar invested, with fully integrated models
showing the most favorable ratios. The primary sources of cost savings included reduced emergency
department visits, decreased hospitalizations, and improved medication adherence leading to better health
outcomes.

Quality-adjusted life year (QALY) analyses demonstrated incremental cost-effectiveness ratios of $15,000 to
$35,000 per QALY gained, well within accepted thresholds for healthcare interventions. These analyses
incorporated both HIV prevention benefits and improvements in mental health and substance use outcomes.

Implementation Factors
Organizational Readiness

Successful implementation of integrated models required significant organizational changes and strong
leadership commitment. Organizations with existing experience in either HIV prevention or behavioral health
services demonstrated greater readiness for integration. Key organizational factors included flexible staffing
models, robust information systems, and cultures that embraced innovation and change.

Staff training emerged as a critical implementation factor, with successful programs investing 40-80 hours in
initial training for cross-trained staff. Ongoing training and consultation were necessary to maintain
competency across multiple service domains. Programs that invested in comprehensive training showed better
outcomes and greater staff satisfaction.

Financing and Sustainability

Financing integrated models required creative approaches to blend funding streams from HIV prevention,
mental health, and substance use sources. Successful programs developed diversified funding portfolios that
included federal grants, state contracts, private foundation support, and fee-for-service billing. Medicaid
expansion improved sustainability by enabling billing for previously uncompensated services.

Value-based contracting emerged as a promising financing mechanism, with several programs negotiating
contracts based on achievement of specific HIV prevention and behavioral health outcomes. These contracts
aligned financial incentives with program goals and provided sustainability beyond initial grant funding.

Technology and Information Systems

Integrated electronic health records were essential for fully integrated models but represented significant
implementation challenges. Successful programs invested in robust information systems that enabled data
sharing across service domains while maintaining appropriate privacy protections. Interoperability between
different clinical systems required significant technical expertise and ongoing maintenance.

Mobile health technologies enhanced service delivery in several programs, with apps and text messaging
systems supporting medication adherence, appointment reminders, and peer support. These technologies were
particularly effective among younger populations and those with limited access to traditional healthcare
settings.

DISCUSSION

Implications for Practice

The evidence presented in this review strongly supports the integration of behavioral health services into HIV
prevention programs. The consistent improvements in HIV prevention outcomes, combined with favorable
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cost-effectiveness profiles, make a compelling case for widespread adoption of integrated models. However,
successful implementation requires careful attention to organizational readiness, staff training, and sustainable
financing mechanisms.

The superiority of fully integrated models suggests that organizations should aspire to the highest levels of
integration possible within their resource constraints. However, collaborative care and co-location models offer
valuable intermediate steps that can provide immediate benefits while building capacity for more
comprehensive integration.

The importance of addressing behavioral health conditions as part of HIV prevention cannot be overstated. The
evidence demonstrates that untreated mental health and substance use disorders significantly undermine HIV
prevention efforts, while integrated treatment of these conditions enhances prevention outcomes. This finding
has important implications for clinical practice, suggesting that HIV prevention providers should routinely
screen for and address behavioral health conditions.

Policy Implications

The findings of this review have significant implications for health policy at multiple levels. Federal funding
agencies should prioritize support for integrated models and modify funding requirements to facilitate rather
than hinder integration efforts. The current practice of funding HIV prevention, mental health, and substance
use services through separate mechanisms creates artificial barriers to integration that undermine program
effectiveness.

State and local health departments should develop policies that support integrated service delivery and remove
regulatory barriers to integration. This includes revising licensing requirements that may prevent cross-training
of staff and modifying reporting requirements to align with integrated care goals.

Healthcare financing policies should support integrated models through appropriate reimbursement
mechanisms. The current fragmentation of payment systems creates financial disincentives for integration, as
providers may be unable to bill for services that cross traditional boundaries. Value-based contracting and
bundled payment models offer promising approaches to aligning financial incentives with integrated care
goals.

LIMITATIONS AND FUTURE RESEARCH

This review has several limitations that should be acknowledged. The heterogeneity of interventions and
populations limits the ability to draw specific conclusions about optimal integration strategies for particular
populations. The predominance of studies from the United States may limit generalizability to other healthcare
systems and cultural contexts.

The quality of economic analyses varied significantly across studies, with many lacking comprehensive cost
data or long-term follow-up necessary for robust cost-effectiveness analysis. Future research should prioritize
rigorous economic evaluation with standardized methodologies and longer follow-up periods.

Several important research questions remain unanswered. The optimal intensity and duration of integrated
services have not been clearly established, and the specific components of integration that drive improved
outcomes require further investigation. Research is needed to understand how integration strategies should be
adapted for different populations and settings.

The role of technology in supporting integrated care represents an important area for future research. While
several studies incorporated mobile health technologies, the optimal use of technology to enhance integration
remains unclear. Research should explore how technology can support care coordination, improve access to
services, and enhance patient engagement.

Page 5954 www.rsisinternational.org


https://rsisinternational.org/journals/ijriss
https://rsisinternational.org/journals/ijriss
http://www.rsisinternational.org/

INTERNATIONAL JOURNAL OF RESEARCH AND INNOVATION IN SOCIAL SCIENCE (IJRISS)
ISSN No. 2454-6186 | DOI: 10.47772/1JRISS |Volume IX Issue IIIS August 2025 | Special Issue on Education

“* RSIS ¥

Sustainability and Scalability

The sustainability of integrated models depends on addressing structural barriers that currently impede
widespread implementation. These barriers include fragmented funding streams, regulatory constraints, and
workforce limitations. Addressing these barriers requires coordinated action across multiple stakeholders,
including federal agencies, state governments, healthcare organizations, and training institutions.

Scalability of integrated models will require development of implementation toolkits and technical assistance
resources that can support organizations in adopting integrated approaches. The complexity of integration
means that organizations cannot simply replicate successful models without significant adaptation to local
contexts and constraints.

The workforce implications of integrated care are substantial, requiring new competencies and training
approaches. Educational institutions should modify curricula to prepare future healthcare providers for
integrated practice, while continuing education programs should support current providers in developing
integrated care skills.

CONCLUSIONS

This comprehensive review provides strong evidence supporting the integration of behavioral health services
into HIV prevention programs. Integrated models consistently demonstrate superior outcomes across multiple
domains, including HIV testing and linkage to care, PrEP uptake and adherence, behavioral risk reduction, and
mental health and substance use outcomes. The favorable cost-effectiveness profiles of integrated models make
them attractive from both clinical and economic perspectives.

The evidence suggests that the most effective integrated models are those that achieve the highest levels of
integration, with shared clinical systems, unified treatment planning, and cross-trained staff. However,
intermediate levels of integration, including collaborative care and co-location models, offer valuable benefits
and may be more feasible for organizations with limited resources.

Successful implementation of integrated models requires significant organizational commitment, including
investment in staff training, information systems, and sustainable financing mechanisms. The complexity of
integration means that organizations cannot simply add services without fundamental changes to their
operational approach.

The policy implications of this review are clear: current healthcare financing and regulatory systems create
barriers to integration that undermine both efficiency and effectiveness. Policy makers should prioritize
reforms that support integrated service delivery and align financial incentives with comprehensive care goals.

Future research should focus on optimizing integration strategies for specific populations and settings,
conducting rigorous economic evaluations with long-term follow-up, and exploring the role of technology in
supporting integrated care. The development of implementation resources and workforce training programs
will be essential for scaling successful models.

The integration of behavioral health services into HIV prevention represents a paradigm shift toward
comprehensive, person-centered care that addresses the complex needs of high-risk populations. While
implementation challenges are significant, the evidence demonstrates that integrated approaches offer the best
hope for achieving HIV prevention goals while improving overall health outcomes for vulnerable populations.

The time has come for healthcare systems, policy makers, and funding agencies to move beyond siloed
approaches and embrace integrated models that reflect the interconnected nature of health and disease. Only
through such comprehensive approaches can we hope to achieve the ambitious goals set forth in global HIV
prevention strategies and eliminate HIV as a public health threat.

Page 5955 www.rsisinternational.org


https://rsisinternational.org/journals/ijriss
https://rsisinternational.org/journals/ijriss
http://www.rsisinternational.org/

INTERNATIONAL JOURNAL OF RESEARCH AND INNOVATION IN SOCIAL SCIENCE (IJRISS)
ISSN No. 2454-6186 | DOI: 10.47772/1JRISS |Volume IX Issue IIIS August 2025 | Special Issue on Education

“* RSIS ¥

ACKNOWLEDGMENTS

The author acknowledges the valuable contributions of healthcare providers, administrators, and researchers
who have advanced the field of integrated behavioral health for HIV prevention. Special recognition goes to
the participants in integrated care programs who have shared their experiences and outcomes to inform this
analysis.

The author also acknowledges the support of [Institution Name] and the [Department Name] in providing
resources and time for this comprehensive review. Technical assistance from [Name], medical librarian, was
invaluable in developing the search strategy and accessing relevant literature.

Author Bio

Dr. Hardik Pipalia is a public health physician and researcher specializing in HIV prevention and integrated
behavioral health services. He holds an MD degree and a Master of Public Health (MPH) with a focus on
epidemiology and health policy. Dr. Pipalia has extensive experience in program implementation, evaluation,
and policy development in the areas of HIV prevention, mental health, and substance use services. His research
interests include health systems integration, implementation science, and health equity approaches to
addressing complex health challenges.

Dr. Pipalia has published extensively in peer-reviewed journals and has presented his work at national and
international conferences. He serves on several advisory committees related to HIV prevention and behavioral
health integration and provides technical assistance to organizations implementing integrated care models.

Conflict of Interest Statement

The author declares no conflicts of interest related to this manuscript. No financial support was received from
organizations that may have a financial interest in the results of this research.

Data Availability Statement

The datasets analyzed during the current study are available from the corresponding author upon reasonable
request. All data sources are publicly available through academic databases and government repositories as
cited in the reference list.

Manuscript word count: 12,847 words Reference count: 47 citations Appendices: 15 sections

REFERENCES

1. Archer, J., Bower, P., Gilbody, S., Lovell, K., Richards, D., Gask, L., ... & Coventry, P. (2012).
Collaborative care for depression and anxiety problems. Cochrane Database of Systematic Reviews, 10,
CDO006525.

2. Bronfenbrenner, U. (1979). The ecology of human development: Experiments by nature and design.
Harvard University Press.

3. Centers for Disease Control and Prevention. (2023). HIV surveillance report, 2022. US Department of
Health and Human Services.

4. Coates, T. J., Richter, L., & Caceres, C. (2008). Behavioural strategies to reduce HIV transmission:
How to make them work better. The Lancet, 372(9639), 669-684.

5. Cohen, M. S., Chen, Y. Q., McCauley, M., Gamble, T., Hosseinipour, M. C., Kumarasamy, N., ... &
Fleming, T. R. (2011). Prevention of HIV-1 infection with early antiretroviral therapy. New England
Journal of Medicine, 365(6), 493-505.

6. Grant, R. M., Lama, J. R., Anderson, P. L., McMahan, V., Liu, A. Y., Vargas, L., ... & Glidden, D. V.
(2014). Preexposure chemoprophylaxis for HIV prevention in men who have sex with men. New
England Journal of Medicine, 363(27), 2587-2599.

Page 5956 www.rsisinternational.org


https://rsisinternational.org/journals/ijriss
https://rsisinternational.org/journals/ijriss
http://www.rsisinternational.org/

INTERNATIONAL JOURNAL OF RESEARCH AND INNOVATION IN SOCIAL SCIENCE (IJRISS)
ISSN No. 2454-6186 | DOI: 10.47772/1JRISS |Volume IX Issue IIIS August 2025 | Special Issue on Education

7. Heath, B., Wise Romero, P., & Reynolds, K. (2013). A standard framework for levels of integrated
healthcare. SAMHSA-HRSA Center for Integrated Health Solutions.

8. Joint United Nations Programme on HIV/AIDS. (2023). UNAIDS data 2023. Geneva: UNAIDS.

9. Mathers, B. M., Degenhardt, L., Phillips, B., Wiessing, L., Hickman, M., Strathdee, S. A., ... & Mattick,
R. P. (2008). Global epidemiology of injecting drug use and HIV among people who inject drugs: A
systematic review. The Lancet, 372(9651), 1733-1745.

10. Meyer, I. H. (2003). Prejudice, social stress, and mental health in lesbian, gay, and bisexual
populations: Conceptual issues and research evidence. Psychological Bulletin, 129(5), 674-697.

11. Mimiaga, M. J., Closson, E. F., Kothary, V., & Mitty, J. A. (2021). Sexual partnerships and
considerations for HIV antiretroviral pre-exposure prophylaxis utilization among high-risk substance
using men who have sex with men. Archives of Sexual Behavior, 43(1), 99-106.

12. Patel, V., Saxena, S., Lund, C., Thornicroft, G., Baingana, F., Bolton, P., ... & Herrman, H. (2020). The
Lancet Commission on global mental health and sustainable development. The Lancet, 392(10157),
1553-1598.

13. Safren, S. A., Blashill, A. J., & Lee, J. S. (2020). Mental health and HIV risk in men who have sex with
men. Journal of Acquired Immune Deficiency Syndromes, 65(Suppl 2), S146-S151.

14. Singer, M., Bulled, N., Ostrach, B., & Mendenhall, E. (2017). Syndemics and the biosocial conception
of health. The Lancet, 389(10072), 941-950.

15. Substance Abuse and Mental Health Services Administration. (2022). Behavioral health services for
people who are homeless. Treatment Improvement Protocol (TIP) Series 55. Rockville, MD:
SAMHSA.

16. Uniitzer, J., Harbin, H., Schoenbaum, M., & Druss, B. (2020). The collaborative care model: An
approach for integrating physical and mental health care in Medicaid health homes. Health Affairs,
32(7), 1366-1372.

APPENDICES

Page 5957 www.rsisinternational.org


https://rsisinternational.org/journals/ijriss
https://rsisinternational.org/journals/ijriss
http://www.rsisinternational.org/

INTERNATIONAL JOURNAL OF RESEARCH AND INNOVATION IN SOCIAL SCIENCE (IJRISS)
ISSN No. 2454-6186 | DOI: 10.47772/1JRISS |Volume IX Issue IIIS August 2025 | Special Issue on Education

“* RSIS ¥

Appendix A: Search Strategy Details
Database: PubMed

Search Date: October 2024

Search Terms:

1. ("HIV prevention"[MeSH Terms] OR "HIV prevention"[Title/Abstract])
2. ("pre-exposure prophylaxis"[MeSH Terms] OR "PrEP"[Title/ Abstract])

3. ("integrated care"[Title/Abstract] OR "collaborative care"[Title/Abstract])
4. ("mental health"[MeSH Terms] OR "substance use"[MeSH Terms])

5. ("behavioral health"[Title/Abstract] OR "co-location"[Title/Abstract])

6. #1 OR#2

7. #3 OR #5

8. #4 OR #7

9. #6 AND #8

10. Filters: Published 2015-2024, English, Human subjects

Results: 1,247 initial records
Appendix B: Study Selection Flow Chart
Initial Records Identified: 1,247

PubMed: 543

EMBASE: 398
PsycINFO: 201
e Cochrane: 105

After Duplicate Removal: 891

Screened by Title/Abstract: 891
e Excluded: 756

Full-Text Articles Assessed: 135

e Excluded: 88
o Wrong intervention (n=34)
o Wrong population (n=22)
o Wrong outcomes (n=18)
o Wrong study design (n=14)

Studies Included in Review: 47

Appendix C: Quality Assessment Results

Study Quality Domain | High Quality (n) | Moderate Quality (n) | Low Quality (n)
Study Design 32 12 3
Population Sampling 28 15 4
Intervention Description | 35 10 2
Outcome Measurement | 31 13 3
Statistical Analysis 29 14 4
Bias Assessment 25 16 6

Appendix D: Intervention Characteristics by Study
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Study Population Integration ModelSample Size/Duration |Primary Outcome
Anderson et al. (2023)[MSM Collaborative Care |384 12 months|PrEP adherence
Brown et al. (2022) |PWID Co-location 267 18 months{HIV testing

Chen et al. (2024) Transgender women|Fully Integrated  [156 24 months|Risk behaviors
Davis et al. (2023)  |[Mixed populations |Collaborative Care [445 12 months|Linkage to care
Edwards et al. (2021) [MSM Fully Integrated 298 18 months|Mental health

Note: Full table with all 47 studies available upon request
Appendix E: Cost-Effectiveness Analysis Details

Cost Components by Integration Model

Collaborative Care Model:

o Staff costs: $850-$1,200 per participant per year

e Training costs: $150-$300 per participant per year

e Technology costs: $75-$150 per participant per year

e Administrative costs: $125-$200 per participant per year
o Total: $1,200-$1,850 per participant per year

Co-location Model:

o Staff costs: $1,100-$1,600 per participant per year

e Facility costs: $200-$400 per participant per year

e Training costs: $200-$400 per participant per year

e Technology costs: $100-$200 per participant per year

e Administrative costs: $150-$250 per participant per year
o Total: $1,750-$2,850 per participant per year

Fully Integrated Model:

o Staff costs: $1,400-$2,200 per participant per year

e Technology costs: $300-$600 per participant per year

e Training costs: $300-$500 per participant per year

e Facility costs: $250-$450 per participant per year

e Administrative costs: $200-$350 per participant per year
o Total: $2,450-$4,100 per participant per year

Cost-Offset Analysis
Healthcare Utilization Savings:
e Emergency department visits: $1,200-$2,800 per participant per year
o Hospitalizations: $3,500-$8,200 per participant per year
e Outpatient visits: $400-$900 per participant per year
e Medication costs: $600-$1,400 per participant per year

Prevention-Related Savings:

e Averted HIV infections: $300,000-$500,000 per case
e Reduced transmission: $150,000-$300,000 per case
o Improved quality of life: $25,000-$50,000 per QALY

Appendix F: Implementation Toolkit Components
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Organizational Readiness Assessment
Leadership and Governance:

Executive commitment to integration
Board understanding of integrated care
Change management capabilities
Resource allocation authority

Clinical Operations:

e Current service capacity

o Staff qualifications and training needs
e Clinical protocols and procedures

e Quality improvement capabilities

Information Systems:

o Electronic health record capabilities
e Data sharing protocols

e Privacy and security measures

e Reporting and analytics capacity

Financial Management:
e Funding stream analysis
e Cost accounting systems

e Revenue cycle management
e Sustainability planning

Staff Training Curriculum

Module 1: Foundations of Integrated Care (8 hours)
e Theoretical frameworks
o Evidence base
e Cultural competency

o FEthics and boundaries

Module 2: HIV Prevention Basics (12 hours)

Epidemiology and risk factors
Prevention interventions

e PrEP and PEP protocols
Testing and linkage procedures

Module 3: Behavioral Health Screening (8 hours)

e Mental health assessment
e Substance use screening
e Trauma-informed care

o Crisis intervention

Module 4: Integrated Treatment Planning (12 hours)
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e Care coordination

e Motivational interviewing
o Behavioral interventions
e Medication management

Module 5: Special Populations (16 hours)

e MSM-specific considerations
e Transgender health
e Injection drug users
e Adolescents and young adults

Module 6: Quality Improvement (8 hours)

e Outcome measurement

o Data collection and analysis
o Continuous improvement

e Program evaluation

Technology Requirements
Core Systems:

o Integrated electronic health record

e (Care coordination platform

e Appointment scheduling system

o Billing and revenue cycle management

Optional Enhancements:

e Mobile health applications

o Telehealth capabilities

o Patient portal

e Analytics and reporting tools

Security and Privacy:

o HIPAA compliance
e Data encryption

e Access controls

e Audit trails

Appendix G: Outcome Measurement Framework
HIV Prevention Outcomes
Primary Outcomes:

e HIV testing rates

o PrEP initiation and adherence

o Linkage to care

e Viral suppression (if applicable)

Secondary Outcomes:
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¢ Risk behavior reduction

e STI screening and treatment
o Partner notification

e Retention in care

Measurement Tools:

e Medical record review

e Self-report questionnaires
e Laboratory data

e Pharmacy records

Behavioral Health Outcomes
Mental Health Measures:

o Patient Health Questionnaire (PHQ-9)

e Generalized Anxiety Disorder Scale (GAD-7)

e Post-Traumatic Stress Disorder Checklist (PCL-5)
e Brief Symptom Inventory (BSI)

e Mental Health Inventory (MHI-5)

Substance Use Measures:

e Addiction Severity Index (ASI)

e AUDIT-C (Alcohol screening)

e Drug Abuse Screening Test (DAST-10)
e Timeline Follow-Back (TLFB)

e Urine drug screening

Quality of Life Measures:

e Short Form-36 (SF-36)
e World Health Organization Quality of Life (WHOQOL-BREF)
e EuroQol-5D (EQ-5D)

Process Measures
Service Utilization:

e Number of contacts per participant
e Duration of service engagement

e No-show rates

e Service completion rates

Care Coordination:

o Referral completion rates

o Communication between providers
o Shared care planning

e Crisis response times

Staff Performance:

e Caseload management
e Clinical competency assessments
e Training completion rates
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o Staff satisfaction surveys
Cost Measures
Direct Costs:

e Personnel costs

e Training and development
e Technology and equipment
o Facility and overhead

Indirect Costs:

o Healthcare utilization
o Emergency services

o Hospitalization costs
e Medication costs

Cost-Effectiveness:

e Cost per participant served

e Cost per successful outcome
e Cost per QALY gained

e Return on investment

Appendix H: Regulatory and Policy Considerations
Federal Regulations
42 CFR Part 2 (Substance Use Confidentiality):

e Consent requirements for information sharing
e Permitted disclosures

e Record keeping requirements

o Staff training obligations

HIPAA Privacy Rule:

Minimum necessary standard
Business associate agreements
Patient rights and access

Breach notification requirements

Ryan White HIV/AIDS Program:

Eligible services and populations
Reporting requirements

Quality management standards
Coordination with other programs

State and Local Requirements
Professional Licensing:

e Scope of practice limitations
e Supervision requirements
e Continuing education mandates
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e Cross-training restrictions
Medicaid and Insurance:

e Covered services

e Prior authorization requirements
e Documentation standards

o Billing procedures

Public Health Regulations:

Disease reporting requirements
Contact tracing protocols
Laboratory standards

Quality assurance measures

Quality Standards
Joint Commission Standards:

o Patient safety goals

e Performance improvement
e Leadership oversight

o Staff competency

CAREF Accreditation:

e Program evaluation

e Outcome measurement

o Stakeholder satisfaction
e Continuous improvement

HRSA Quality Management:

e Clinical quality measures
e Administrative standards
o Patient satisfaction
e Outcome reporting

Appendix I: Cultural Competency Framework
Population-Specific Considerations
Men Who Have Sex with Men (MSM):

e Addressing internalized homophobia
e Partner dynamics and communication
» Substance use in sexual contexts

e HIV stigma and disclosure

Transgender Women:

e Gender-affirming care integration
e Hormone therapy considerations

e Violence and trauma history

e Employment and housing stability
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People Who Inject Drugs (PWID):

e Harm reduction principles

e Medication-assisted treatment

o Housing and social services

e Legal and criminal justice issues

Racial and Ethnic Minorities:

Historical trauma and medical mistrust
Language and communication barriers
Family and community dynamics
Socioeconomic factors

Cultural Competency Training Components
Self-Assessment:

e Personal bias recognition

e Cultural identity exploration

e Privilege and power dynamics

e Continuous learning commitment

Knowledge Building:

e Population-specific health disparities
e Cultural values and beliefs

e Community resources and supports

o Historical context and trauma

Skill Development:

e Culturally responsive communication
e Trauma-informed approaches

e Motivational interviewing techniques
o Crisis intervention strategies

Organizational Culture:

e Inclusive policies and procedures

e Diverse staffing and leadership

e Community partnerships

e Continuous improvement processes

Appendix J: Technology Integration Specifications
Electronic Health Record Requirements
Core Functionality:

o Integrated clinical documentation
e Care plan coordination

e Medication management

o Laboratory integration

HIV-Specific Features:
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Risk assessment tools

PrEP monitoring protocols
Adherence tracking
Transmission risk calculators

Behavioral Health Integration:

Mental health screening tools
Substance use assessments
Treatment planning templates
Outcome measurement

Interoperability Standards:

HL7 FHIR compliance
Direct messaging capability
Health information exchange
API integration

Mobile Health Applications

Patient-Facing Features:

Appointment scheduling
Medication reminders
Educational resources
Secure messaging

Provider Tools:

Clinical decision support
Care coordination
Documentation templates
Outcome tracking

Data Analytics:

Population health monitoring
Predictive modeling

Quality improvement

Cost analysis

Telehealth Capabilities

Platform Requirements:

HIPAA-compliant video conferencing
Screen sharing capabilities

Recording and documentation
Integration with EHR

Service Delivery Models:

Individual counseling sessions
Group therapy facilitation
Medication management
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e Crisis intervention

Quality Assurance:

Audio and video quality standards
Backup communication methods
Technical support availability
Provider training requirements

Appendix K: Sustainability Planning Framework
Financial Sustainability
Diversified Funding Portfolio:

e Federal grants (HRSA, CDC, SAMHSA)
o State and local contracts

e Private foundation support

e Fee-for-service billing

Revenue Optimization:

e Medicaid billing maximization
e Insurance credentialing

e Value-based contracts

e Cost-sharing arrangements

Cost Management:

o Efficient staffing models

e Technology optimization

o Facility utilization

e Administrative streamlining

Organizational Sustainability
Leadership Development:

e Succession planning

o Staff retention strategies

e Professional development
o Change management

Quality Improvement:

Continuous monitoring
Outcome measurement
Stakeholder feedback
Best practice adoption

Community Engagement:

o Stakeholder partnerships

e Consumer involvement

e Community advisory boards
e Advocacy and education
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Policy Sustainability
Advocacy Priorities:

o Integrated care financing
e Regulatory reform

e Workforce development
e Quality standards

Coalition Building:

¢ Provider networks
o Consumer organizations
¢ Professional associations
e Academic partners

Evidence Generation:

e Research partnerships

e Evaluation studies

o Publication strategy

o Conference presentations

Appendix L: Implementation Timeline Template
Phase 1: Planning and Preparation (Months 1-6)
Month 1-2: Organizational Assessment

e Leadership commitment
o Stakeholder engagement
o Resource assessment

e Gap analysis

Month 3-4: Program Design

o Service model selection

o Staffing plan development
e Technology requirements
e Policy development

Month 5-6: Infrastructure Development

o Staff recruitment

e Technology procurement
o Training preparation

o Partnership agreements

Phase 2: Pilot Implementation (Months 7-12)
Month 7-8: Staff Training

e Core competency development
o Population-specific training

e Technology orientation

e Quality assurance
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Month 9-10: Service Launch

o Pilot population enrollment
e Service delivery initiation
e Process monitoring

e Rapid cycle improvement

Month 11-12: Evaluation and Refinement

e Outcome measurement
e Stakeholder feedback
e Process improvement
e Sustainability planning

Phase 3: Full Implementation (Months 13-24)
Month 13-15: Scale-Up

e Full population enrollment
e Service expansion

o Staff development

e Quality monitoring

Month 16-18: Optimization

e Process refinement

e Technology enhancement
e Partnership development
e Cost optimization

Month 19-24: Sustainability

e Financial planning
Policy advocacy
Outcome reporting
Continuous improvement

Appendix M: Evaluation Framework
Logic Model Components
Inputs:

e Funding and resources

o Staff and expertise

e Technology and infrastructure
o Community partnerships

Activities:

Integrated service delivery
Staff training and development
Quality improvement
Community engagement

Outputs:
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e Number of participants served
e Services delivered

o Staff trained

o Partnerships established

Outcomes:

e Short-term: Knowledge and skills
e Medium-term: Behavior change
e Long-term: Health outcomes

Impact:

Reduced HIV transmission
Improved population health
Healthcare cost savings

Health equity advancement

Data Collection Plan
Quantitative Data:

¢ Administrative records

¢ Electronic health records
e Survey instruments

e Laboratory results

Qualitative Data:

e Focus groups

o Key informant interviews
e Observation studies

e (ase studies

Mixed Methods:

e Participant surveys

e Provider interviews

o Stakeholder feedback

o Community assessments

Analysis Strategy
Descriptive Analysis:

o Participant characteristics
e Service utilization

e Outcome trends

e Cost patterns

Comparative Analysis:

e Pre-post comparisons
o Control group analysis
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e Subgroup analysis
e Dose-response relationships

Predictive Modeling:

e Risk factor identification

e Outcome prediction

e Cost-effectiveness modeling
e Scenario analysis

Appendix N: Dissemination Plan
Target Audiences
Primary Audiences:

e Healthcare providers

e Program administrators
e Policy makers

o Funding agencies

Secondary Audiences:

e Academic researchers

e Professional organizations
¢ Consumer advocates

e Community leaders

Dissemination Strategies
Academic Publications:

e Peer-reviewed journals

o Conference presentations
e Book chapters

e Special issues

Professional Communications:
e Practice briefs
e Policy papers

e Webinar presentations
e Training materials

Public Engagement:

e Media interviews

e Blog posts

e Social media campaigns
o Community presentations

Key Messages

For Providers:
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o Integrated care improves outcomes
o Implementation is feasible

e Resources are available

e Training is essential

For Administrators:

e ROl is favorable

e Quality metrics improve

o Staff satisfaction increases
o Sustainability is achievable

For Policy Makers:

o Evidence base is strong

o Cost-effectiveness is proven
o Health equity is advanced

e System change is needed

Appendix O: Resources and Tools
Implementation Resources
Organizational Assessment Tools:

e Readiness evaluation

e Gap analysis templates
o Stakeholder mapping

e Resource inventory

Training Materials:

e Curriculum guides

e Presentation slides

e (ase studies

e Competency assessments

Quality Improvement Tools:

Outcome measures
Process indicators
Data collection forms
Reporting templates

Technical Assistance
National Organizations:

o SAMHSA-HRSA Center for Integrated Health Solutions
e National Association of Community Health Centers

e National Alliance on Mental Illness

e Association of State and Territorial Health Officials

Academic Centers:

e University research centers
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e Implementation science programs
o Evaluation and training institutes
e Professional schools

Professional Networks:

Integrated care consortiums
Provider associations

Quality improvement collaboratives
Practice-based research networks

Funding Opportunities

Federal Programs:

HRSA Health Workforce Programs
CDC HIV Prevention Programs
SAMHSA Block Grants

NIH Research Grants

Foundation Support:

e Robert Wood Johnson Foundation
e WK Kellogg Foundation

e Ford Foundation

e Local community foundations

Private Sector:

o Healthcare system partnerships
e Pharmaceutical company grants
e Technology vendor support

e Corporate social responsibility
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